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Abstract The purpose of this study was to develop an
Attribution of Racial/Ethnic Health Disparities (AREHD)
scale. A convenience sample of undergraduate college
students (n = 423) at four Midwestern universities was
recruited to respond to the survey. A pilot test with
undergraduate students (n = 23) found the survey had
good acceptability and readability level (SMOG = 11th
grade). Using exploratory factor analysis we found the two
a priori subscales were confirmed: individual responsibility
and social determinants. Internal reliabilities of the subscales were: individual responsibility (alpha = 0.87) and
social determinants (alpha = 0.90). Test–retest stability
reliabilities were: individual responsibility (r = 0.72) and
social determinants (r = 0.69). The AREHD subscales are
satisfactory for assessing college student’s AREHD.
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Background
Health disparities refers to racial/ethnic differences in
premature morbidity and mortality, and access to quality
health care [1, 2]. Health disparities is the term used primarily in the United States while much of Europe uses the
term health inequality [3]. Inequality implies unfairness
with a strong moral and ethical perspective where differences in health status are perceived to be able to be ameliorated by reasonable social and political actions [4, 5].
Disparities in health status continue to exist, especially
among different racial/ethnic groups [6]. A wide range of
health measures provide ample evidence of the breadth and
depth of these disparities, including access to health
insurance; prevalence and/or death rates for specific diseases such as asthma, HIV/AIDS, hypertension, diabetes,
cancers, and strokes; infant and maternal mortalities; and
life expectancies, just to name a few [7, 8]. These differences should not be attributed to immutable factors such as
genetic differences [9]. The factors that cause these disparities are numerous but mutable with adequate resources
and sufficient political will.
Attribution theory examines what people believe are the
causes of health behaviors or health outcomes [10, 11].
Often the behaviors or outcomes of others are perceived to
be directly caused by internal attributions, such as ‘‘hard
work’’ versus ‘‘laziness’’; ‘‘smart’’ versus ‘‘dumb’’; ‘‘caring’’ versus ‘‘not caring’’; ‘‘highly skilled’’ versus
‘‘unskilled’’. This can be a form of victim-blaming when
entire segments of society are held accountable for their
poor health status so that other members of society can
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justify the neglect, powerlessness and social injustice that
are the root causes of racial/ethnic differences in health
status [12]. This represents the old belief that all individuals are capable of pulling themselves up by their ‘‘bootstraps’’. Some in society blame the victims of poor health
to justify their own inactions toward truly addressing the
root causes of racial/ethnic health disparities in society. In
reality, many racial/ethnic minorities are born and raised in
environments that differ in their health-promoting resources than what many whites encounter in their lives [13].
People are more likely to explain much of their personal
behaviors or outcomes to a particular situation or some
outside force. This is termed external attribution [10].
Sometimes people see cause and effect relationships even
where there are none. Thus, victims of unjust circumstances may be blamed for their health status.
Using attribution theory to explain racial/ethnic health
disparities results in two potential explanations for these
disparities: individual responsibility (internal attributions)
and social determinants (external attributions) [10]. Social
determinants of health is composed of broad structural factors such as discrimination, powerlessness, education levels,
social status, housing, transportation, access to health care,
and poverty [14, 15]. To believe in such causes requires
abandoning the American ideal of our country as being…‘‘a
land of equality, justice and opportunity for all’’ [16]. The
aforementioned diametrically opposed views of attribution
are the basic principles of how the public explains what is
occurring in their environment. If you can understand how
people explain what is occurring in their environment then
you might be able to change their perceptions and make
their perceptions more congruent with reality.
In 2010, 41 % of Americans were unaware of racial/
ethnic health disparities and it was more of an issue with
whites (45 %) [17]. This level of unawareness of racial/
ethnic health disparities may, in part, lead to incorrect
attributions for racial/ethnic health disparities and to
underestimations of the size or severity of the problem.
Thus, the purpose of the current study was to develop an
Attribution of Racial/Ethnic Health Disparities (AREHD)
scale. Such a scale could be useful in examining public
health and other health professional student’s attributions
of health disparities. Since these individuals are still in the
education arena they could be formally educated about
correct attributions of racial/ethnic health disparities.

Methods
Subjects
Students were recruited from intact classrooms of undergraduate students. The classrooms were convenience
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samples of general education classes or classes with broad
representation of majors at four Midwestern universities. If
two or more classes of the same subject (e.g. English,
sociology, personal health, etc.) existed then the classes
with the highest enrollment of racial/ethnic minorities were
selected to ensure representation of racial/ethnic minorities. A total of 481 students were requested to complete the
anonymous survey. The data were collected during the
2012 calendar year, subsequent to approval by Human
Subjects Committee.
Instruments
A 47-item questionnaire was developed, consisting of 34
items measuring the two components of attribution theory
regarding racial/ethnic health disparities: individual
responsibility and social determinants. Thirty of the items
were developed from a comprehensive review of the literature on racial/ethnic health disparities. The other four
items were recommended by one of the expert reviewers.
There are over 100 social safety net programs, four of the
more commonly known programs were selected to assess
how students would change funding (decrease funding,
leave funding as is, or increase funding) for these selected
government social safety net programs. In addition, nine
background/demographics items (e.g. political affiliations,
personal use of the selected government programs, age,
sex, race/ethnicity, etc.) were included. The response scale
for the attribution items asked the students how relevant
(highly relevant, relevant, slightly relevant, or not relevant)
they thought each item was in contributing to racial/ethnic
health disparities.
The instrument was reviewed by 5 published authorities
in racial/ethnic health disparities or survey research to
assess content validity of the instrument. Minor wording
changes were made to 6 of the 30 items as recommended
by the reviewers. One of the reviewers recommended 4
additional items which were included on the final version
of the questionnaire. None of the original 30 items were
deemed inappropriate and should be excluded by the
reviewers.
Data Analysis
Data from the study were analyzed using SPSS 17.0. Data
analysis included descriptive statistics that included frequencies, percentages, means, and standard deviations to
describe the responses to the two subscales as well as the
demographic and background characteristics of the
respondents. A median split of the potential range (0–45) of
each subscale was used to denote low (0–22) and high
(23–45) scores on each subscale. T tests and Chi square
tests were calculated to determine differences between
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dichotomous independent and parametric dependent variables and for dichotomous independent and dependent
variables, respectively. In addition, psychometric properties of the instrument were established using Cronbach
alpha, Pearson product moment correlation coefficients,
Exploratory factor analysis, and SMOG readability analysis [18, 19].

Results
Respondent Characteristics
A total of 423 (88 %) questionnaires were returned completed. The undergraduate students were primarily white
(75 %), female (54 %), with a plurality of Republicans
(36 %) (Table 1). Two one-way analysis of variance tests
of significance were calculated to determine if students at
the four universities differed in their perceived support for
individual responsibility (F = 1.273; df = 3, 369; p [ .05)
or social determinants (F = 0.987; df = 3, 367; p [ .05) of
racial/ethnic health disparities. Since the analyses were not
significant, the four groups of undergraduate students were
combined into one group for all further analyses of the
data.

Table 1 Demographics and
background of college students

Characteristics

N (%)

Sex
Female

230 (54)*

Male

177 (42)

College status
Freshman

82 (19)

Sophomore

105 (25)

Junior

113 (27)

Senior
Race/Ethnicity

99 (23)

African American

55 (13)

Caucasian

316 (75)

Hispanic

14 (3)

Asian American

8 (2)

Other

31 (7)

Political affiliation
Democrat

117 (28)

Republicans

154 (36)

Independent

70 (17)

Libertarian

19 (5)

Other
* Due to missing responses
categories do not total 100 %
N = 423

32 (8)
M (SD)

Age (years)

21.6 (4.0)

Acceptability and Readability
The final form of the questionnaire was pilot tested with a
convenience sample of 23 undergraduate students for
acceptability. The students found the items easy to read and
understand. A SMOG readability analysis, a more conservative reading level analysis, was calculated for the 30
items [20]. The scale was found to have a satisfactory
reading level of grade 11. However, the word ‘‘minorities’’,
a polysyllabic word, was used numerous times in the
subscale items. If this word was known to the respondents
then the reading level would be 10th grade. This grade
level represents the number of years of formal education
needed to completely comprehend the text.
Construct Validity
To assess whether the items created for the a priori individual responsibility and social determinants subscales of
the AREHD scale were two distinct subscales (e.g. two
dimensions) or multiple dimensions, exploratory factor
analysis (EFA) with varimax rotation and Kaiser normalization were used to assess the construct validity of the items.
The Catell scree plot of the eigenvalues was used to determine the number of dimensions suggested by the plot [21].
An examination of the EFA revealed two eigenvalues
(values = 10.98 and 3.19) that explained almost 41 %
(30.6 % for social determinants and 8.9 % for individual
responsibility) of the total variance. Thirty of the 34 items
loaded on the two subscales at .40 or above (Table 2). The
four items that did not load were items added by one of the
expert reviewers. These four items dealt with genetic causes,
communication with health providers, trust of health professionals, and unsafe working conditions. Thus, the EFA
confirmed the construct validity of the instrument, with 15
items loading on the social determinants subscale (even
numbered items) and 15 items loading on the individual
responsibility subscale (odd numbered items), resulting in
equal numbers of items for the two subscales (Table 2).
Criterion Validity
In criterion validity, a new scale (predictor variable) is used
to show that scores on some criterion variables can be
predicted by the new scale (e.g. AREHD scale) [18]. The
two subscales (individual responsibility and social determinants) were scored in the following manner: highly
relevant = 3, relevant = 2, slightly relevant = 1, and not
relevant = 0 for each of the 15 items on both subscales
(potential range 0–45 per subscale). A higher score represented greater belief in social determinants or individual
responsibility as the cause for existing racial/ethnic health
disparities.
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Table 2 Construct validity of
the perceived etiology of Racial/
Ethnic Health Disparities Scale

Item

Factor
1

2. The persistent level of racial/ethnic discrimination in society

.59

4. The quality of schools available to low- income racial/ethnic minorities

.67

6. The lack of political power of racial/ethnic minorities

.65

8. The lack of adequate low cost housing for low- income racial/ethnic minorities

.67

10. The lack of adequate low cost public transportation available for low- income racial/
ethnic minorities

.60

12. The proportion of racial/ethnic minorities without health insurance

.47

14. Lack of employment opportunities for less well educated racial/ethnic
minorities to achieve well-being

.68

16. Failure of government programs to meet the needs of low- income racial/ethnic
minorities

.70

18. The vast income disparities between laborers and executives of companies

.62

20. The level of environmental stressors affecting racial/ethnic minorities

.58

22. The poorer quality of health care received by racial/ethnic minorities

.67

24. The residential segregation of racial/ethnic minorities into poorer areas of the
community

.69

26. Racial/ethnic minorities lack of access to prescription drugs for health problems

.61

28. The lack of safe parks, playgrounds, walking/biking trails and other recreational
areas available to racial/ethnic minorities in low- income communities

.61

30. The lack of racial/ethnic physicians practicing in the inner city and in low-income
communities

.57

Factor
2

1. The high rates of out-of-wedlock births among racial/ethnic minorities

.40

3. The high rate of single parent households in racial/ethnic minorities
5. The poor child rearing practices of racial/ethnic minorities

.44
.69

7. The high rate of criminal activity in which low-income racial/ethnic minorities are
involved

.48

9. The high proportion of racial/ethnic minorities who expect government ‘‘handouts’’
(e.g. food stamps, Medicaid, etc.)

.61

11. Too few racial/ethnic minority males providing positive role models for youths

.52

13. Racial/ethnic minorities not caring about their health as much as they should

.72

15. Poor health behaviors (e.g. poor diet and smoking) of racial/ethnic minorities

.73

17. The selling and use of drugs in racial/ethnic minority communities
19. The lack of exercise in racial/ethnic minority adults

.67
.59

21. The lack of motivation to get ahead among low-income racial/ethnic minorities

.60

Factor 1 = Social determinants
of health (30.6 % of variance)

23. Too few racial/ethnic minorities seek preventative health screening

.60

25. Racial/ethnic minorities lack of knowledge about health issues

.58

Factor 2 = Individual
responsibility (8.9 % of
variance)

27. Racial/ethnic minorities not seeking advanced education to become health
professionals

.42

29. Racial/ethnic minorities not using routine medical care that leads to emergency
room visits

.55

* Items were those that loaded
at .40 or higher

It was hypothesized that support for increasing funding
of some of the federal government social programs that
help form the safety net for the poor would be more likely
in individuals who scored high on social determinants as
the cause for racial/ethnic health disparities. Research has
shown that health professionals associate the poor with
racial minorities and they often express victim blaming
attitudes toward the poor [22, 23]. Also, it was hypothesized that those who scored low on individual responsibility as the cause of racial/ethnic health disparities would
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be more supportive of raising funding for federal government social programs (e.g. food stamps, Medicaid, low
income housing, and minimum hourly wage) (Table 3). A
series of Chi square tests of level of support (high vs. low)
by what should happen to the funding (decrease funding,
leave funding as is, or increase funding) of the selected
social programs were conducted. As predicted for the
social determinants subscale, high scores on this subscale
predicted support for increased funding for all four social
programs. However, low individual responsibility as a
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Table 3 Level of support for
social programs by subscale
scores

N

Decrease
funding n (%)

Leave
funding
As Is n (%)

Increase
funding n (%)

Chi square

p

Food stamps program
Individual responsibility

358

Low
High
Social determinants

19 (22)

52 (59)

17 (19)

99 (37)

138 (51)

33 (12)

365

Low

54 (40)

74 (54)

8 (6)

72 (31)

117 (51)

40 (17)

Low

9 (10)

34 (39)

44 (51)

High

46 (17)

100 (36)

131 (47)

Low

39 (29)

51 (38)

43 (32)

High

17 (7)

87 (36)

135 (56)

High
Medicaid
Individual responsibility

Social determinants

364

372

7.765

.02

10.576

.005

2.026

.363

38.507

.001

2.224

.329

29.239

.001

1.847

.397

20.005

.001

Low income housing
Individual responsibility

351

Low

9 (11)

48 (57)

27 (32)

High

42 (16)

130 (49)

95 (46)

Low

31 (23)

77 (58)

25 (19)

High

21 (9)

104 (46)

100 (44)

3 (3)

40 (43)

49 (53)

11 (4)

100 (36)

170 (60)

Low

8 (6)

73 (51)

62 (43)

High

6 (3)

74 (31)

159 (67)

Social determinants

Minimum hourly wage
Individual responsibility

358

373

Low
High
Social determinants

382

cause for racial/ethnic health disparities was statistically
significant only for increased funding for the food stamps
program (Table 3).
Two additional tests of criterion validity included the
ability of the two attribution subscales to differentiate
between Republicans and Democrats and between African
Americans and whites. The recent political campaign for
President of the United States indicated Republicans supported cutting funding for social programs and Democrats
were reticent to cut such programs. According to Conservative HQ, the difference between Democrats and Republications is the difference between government dependency
on federal welfare programs and the party of self-reliance
and getting able-bodied Americans off welfare programs
[24]. In other words, the philosophical bent of Republicans
is to blame the poor for any inequalities that exist [25].
These political differences forms an ability to assess the
discriminate validity of the subscales. A t test analysis of
Republicans (M = 28.49; SD = ± 6.56) versus Democrats

(M = 32.90; SD = ± 6.51) on the social determinants
subscale found them to be statistically significantly different
(t = 5.32, df = 252, p \ .001). There was not a statistically
significant difference (t = 1.36, df = 250, p = .18) between
Republicans (M = 32.21; SD = 5.84) and Democrats
(M = 33.28; SD = ± 6.52) on the individual responsibility
subscale.
T test analyses for race by attributions for health disparities found African Americans (M = 35.5, SD = 5.0) were
significantly more likely than whites (M = 29.3, SD = 6.3)
to attribute racial/ethnic health disparities to social determinants (t = 6.628, df = 350, p \ .001). In addition, African Americans (M = 34.5, SD = 5.9) were significantly
more likely than whites (M = 31.9, SD = 5.9) to also
attribute individual responsibility as the cause of racial/
ethnic health disparities (t = 2.875, df = 340, p = .004).
Based on the study findings an analysis of the relative
attributions of the responding college students was conducted (Table 4). The majority (56 %) of college students
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Table 4 Relative Attributions of Racial/Ethnic Health Disparities
Individual responsibility n (%)

Social determinants
High

Low

High*

202 (56 %)

72 (20 %)

Low*

28 (8 %)

61 (17 %)

N = 363
* Low = 0–22, high = 23–45

perceived that both individual responsibility and social
determinants were responsible for racial/ethnic health disparities. In addition, about 1 in 6 students did not attribute a
major role to either individual responsibility or to social
determinants as causes for racial/ethnic disparities.
Reliability
Two forms of reliability were calculated for the two subscales. Internal consistency, a measure of the interrelatedness of the items were assessed using the final responses
(n = 423) and were found to be high: social determinants
alpha = 0.90 and individual responsibility alpha = 0.87.
Stability reliability, also called test–retest reliability, was
assessed using a convenience sample of 44 undergraduate
college students. The questionnaire was given to the students and 1 week later the students completed the questionnaire a second time. The mean Pearson product
moment correlation coefficients for the subscales were:
social determinants r = 0.69 and for individual responsibility r = 0.72.

Discussion
The current study explored the psychometric properties of
the AREHD scale in a convenience sample of Midwestern
undergraduate college students. The results indicated that
the subscales were easily understood by the college students, were valid and reliable, and consisted of 2 dimensions (factors). In addition, the social determinants of
racial/ethnic health disparities scores were significantly
associated with increased funding support for selected
social safety net programs. The findings of the current
study in relation to the social determinants subscale indicate it to be a robust predictor of funding support for social
safety net programs. Such findings seem intuitively logical
since support for helping individuals who are disadvantaged for reasons beyond their control has long been supported by Democrats, a group found to have greater
attributions for social determinants of racial/ethnic health
disparities than did Republicans [26, 27].
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Those students who scored low on the individual
responsibility AREHD subscale were not found to support
funding for most of the social safety net programs. This is
possibly due to the vast majority of students were attributing racial/ethnic health disparities to both individuals and
their social circumstances. It may be that victim blaming
(individual responsibility) is an outcome when students
have not been taught about the determinants of racial/ethnic health disparities. Students who perceive there to be
injustices in society but who do not understand the role
played by environmental and social forces in constraining
the choices of disenfranchised populations may be more
likely to blame those populations. It may also be that
having not been formally educated regarding racial/ethnic
disparities that the students estimated the size or seriousness of the disparities as minor or perceived that government programs may not be effective at ameliorating the
problems.
An unexpected finding was that 17 % (or about 1 in 6)
of the students did not perceive either individual responsibility or social determinants played a major role in
determining racial/ethnic health disparities. This may
indicate these individuals perceived that another cause
existed in creating these disparities that was not part of the
existing subscales. A logical additional subscale would be
inherent biological or genetic differences between the
races. This erroneous theory of genetic differences having a
major impact on health disparities has been widely reported
previously in the literature [28–30]. Further research with
the AREHD scale with the addition of a biological/genetic
subscale may be warranted to more fully assess the attributions of various groups regarding racial/ethnic health
disparities.
Public policy making to eliminate health disparities is
strongly influenced by the underlying hypothetical attributions of racial/ethnic health disparities. It is entirely
reasonable to hold individuals… ‘‘responsible for engaging
in health promoting behaviors but they should be held
accountable only when they have adequate resources to do
so’’ [31]. In other words, many health related behaviors are
often severely constrained by social processes and resources and need to be placed in context [9]. Thus, the social
determinants subscale would seem to be a useful tool for
assessing a wide range of individual’s perceptions of the
contribution of a variety of social issues to health disparities. Some college students will graduate and take on the
roles of community leaders and policy makers who will be
responsible for developing policies to help diminish disparities. The AREHD scale can help assess the attributions
of college students regarding racial/ethnic health disparities
who can still be formally assisted in rethinking what are
useful policies for narrowing the racial/ethnic health disparities gap. Specific educational endeavors regarding
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racial/ethnic health disparities should help create a more
nuanced understanding of the causes and implications of
racial/ethnic health disparities. In addition, replication of
this study should be conducted with other populations.
Limitations of the Study
There are several potential limitations of the current study
that need to be acknowledged. First, the sample was a
convenience sample at four Midwestern universities. It is
possible that college students’ attributions of racial/ethnic
health disparities may differ in other geographic locations.
Second, a debriefing of a sample of the classes found that
none of the respondents had ever been taught about racial/
ethnic health disparities either in high school or in college,
nor had they studied the topic on their own. Many expressed
the belief that they should have known more about the topic,
especially the students from various health professions.
Many students seemed to have intellectualized their
responses rather than giving their personal perceptions on
the causes of disparities. Several students volunteered they
had talked with their peers about the topic between the two
administrations of the instrument for stability reliability and
that their discussions caused them to change several of their
responses on the second administration. Thus, it is not
surprising that the stability reliability was low and probably
underestimates the stability reliability of the subscales.
Third, the use of a monothematic questionnaire can often
cause some respondents to misrepresent their true perceptions about the topic (e.g. socially desirable responding.)
Should this have occurred it would be a threat to the internal
validity of the findings. Fourth, our study was cross sectional in design, which prevented us from making any
causal inferences.
Strengths of the Study
There are several notable strengths to the current study.
First, the number of respondents per item on the subscales
was good. Increasing the ratio of subjects to number of
items on a scale is associated with lower Type I (e.g. items
should not have been considered salient for a scale but
were) and Type II errors (e.g. items should have been
considered salient for a scale but were not) [33]. In addition, the traditional standard of at least 10 subjects per item
was used [32]. Second, the magnitude of the item loadings
has an important effect on lowering Type I errors. This is
why .40 was used as a minimum loading for items on the
two factors. Additionally, 25 of the 30 items loaded at .50
or higher, a strong indication of minimizing the Type I
error in instrument construction. Third, this is the first
instrument to our knowledge to assess the attributions of
racial/ethnic health disparities.

Conclusion and Policy Implications
In conclusion, the findings indicate the AREHD scale can
provide educators and researchers with an instrument that
can provide valid feedback on attributions of racial/ethnic
health disparities. Such feedback can provide educators
with a way to assess what students perceive about health
disparities as part of formative or summative evaluations.
To our knowledge this instrument is the first such scale to
provide researchers with a tool to identify which attributions (e.g. individual or social determinants) health professionals, policymakers and others support as the causes
of racial/ethnic health disparities. Such assessments can
help guide advocacy efforts for strengthening the ideological orientation of such professionals to ensure that
health professionals and policy makers are addressing
health disparities in a manner that fully addresses the factors that create and maintain racial/ethnic health disparities.

References
1. Braveman, P. (2006). Health disparities and health equity: Concepts
and measurement. Annual Reviews of Public Health, 27, 167–194.
2. Dressler, W., Oths, K. S., & Gravlee, C. C. (2005). Race and
ethnicity in public health research: Models to explain health
disparities. Annual Reviews of Anthropology, 34, 231–252.
3. Isaac, L. A. (2013). Defining health and health care disparities
and examining disparities across the life span. In T. A. LaVeist &
L. A. Isaac (Eds.), Race, ethnicity, and health: A public health
reader. San Francisco, CA: Jossey-Bass Publishers Inc.
4. Marmot, M., Friel, S., Bell, R., Houweling, T. A., Taylor, S., &
Commission on Social Determinants of Health. (2008). Closing
the gap in a generation: Health equity through action on the social
determinants of health. Lancet, 372(9650), 1661–1669.
5. Center for Disease Control and Prevention. (2011). CDC health
disparities and inequalities report—United States, 2011. MMWR
Morbidity and Mortality Weekly Report, 60 (suppl.), 3–4.
6. Price, J. H., Khubchandani, J., McKinney, M., & Braun, R.
(2013). Racial/Ethnic disparities in chronic diseases of youths
and access to health care in the United States. BioMed Research
International, Article ID 787616 (Epub 2013 Sep 4).
7. Joseph, C. L. M., Williams, L. K., Ownly, D. R., Saltzgaber, J., &
Johnson, C. C. (2006). Applying epidemiologic concepts of primary, secondary, and tertiary prevention to the elimination of
racial disparities in asthma. Journal of Allergy and Clinical
Immunology, 117, 233–240.
8. National Center for Health Statistics. (2011). Health United
States, 2010: With special feature on death and dying. (No.
76-641496). Hyattsville, MD.
9. Roux, A. V. D. (2012). Conceptual approaches to the study of
health disparities. Annual Reviews of Public Health, 33, 41–58.
10. Lewis, F. M., & Daltroy, L. H. (1990). How causal explanations
influence health behavior: Attribution theory. In K. Glanz, F.
M. Lewis, & B. K. Rimer (Eds.), Health education and health
behavior: Theory, research and practice. San Francisco, CA:
Jossey-Bass Publishers Inc.
11. Weiner, B. (1986). An attributional theory of motivation and
emotion. New York: Springer-Verlag.

123

J Community Health
12. Schoellkopf, J. C. (2012) Victim-blaming: A new term for an old
trend. Lesbian, Gay, Bisexual, Transgender Queer Center. Paper
33. Accessed Jan 12, 2014. http://digitalcommons.uri.edu/glbtc/
33.
13. Williams, D. R., & Collins, C. (2001). Racial residential segregation: A fundamental cause of racial disparities on health. Public
Health Reports, 116, 404–416.
14. Berkman, L. F. (2009). Social epidemiology: Social determinants
of health in the United States: Are we losing ground? Annual
Reviews of Public Health, 30, 27–41.
15. Navarro, V. (2009). What do we mean by social determinants of
health? Global Health Promotion, 16(1), 5–16.
16. Brondolo, E., Gallo, L. C., & Myers, H. F. (2009). Race, racism
and health: Disparities, mechanisms, and interventions. Journal
of Behavioral Medicine, 32, 1–8.
17. Benz, J. K., Espinosa, O., Welsh, V., & Fontes, A. (2011).
Awareness of racial and ethnic health disparities has improved
only modestly over a decade. Health Affairs, 30, 1860–1866.
18. DiIorio, C. K. (2005). Measurement in health behavior. San
Francisco, CA: Jossey-Bass Publishers Inc.
19. U.S. Department of Health and Human Services. (1979). Readability testing in cancer communications. Washington, DC: U.S.
Government Printing Office. NIH Publication (NIH) 79–1689.
20. National Cancer Institute. (1989). Making health communication
programs work. Bethesda, MD: National Institutes of Health, US
Department of Health and Human Services (NIH Publ. No. 89-1493).
21. Catell, R. B. (1966). The scree test for the number of factors.
Multivariate Behavioral Research, 1, 245–276.
22. Price, J. H., Desmond, S. M., Synder, F. F., & Kimmel, S. R.
(1988). Perceptions of family practice residents regarding health
care and poor patients. Journal of Family Practice, 27(6),
615–620.

123

23. Price, J. H., Desmond, S. M., & Eoff, T. A. (1989). Nurses’
perceptions regarding health care and the poor. Psychological
Reports, 65(3.1), 1043–1052.
24. Hart, B. We do need a social safety net. Richard Viguerie Conservative HQ. Accessed Jan 14, 2014. http://www.con
servativehq.com/article/13425-we-do-need-social-safety-net.
25. Dorey, P. A. (2010). Poverty of imagination: Blaming the poor
for inequality. Political Quarterly, 81(3), 333–343.
26. Gamble, V. N., & Stone, D. (2006). U.S. policy on health
inequalities: The interplay of politics and research. Journal of
Health Politics, Policy and Law, 31, 93–126.
27. Rigby, E., Soss, J., Booske, B. C., Rohan, A. M., & Roberts, S. A.
(2009). Public responses to health disparities: How group cues
influence support for government intervention. Social Science
Quarterly, 90, 1321–1340.
28. Cooper, R. S., Kaufman, J. S., & Ward, R. (2003). Race and
genomics. New England Journal of Medicine, 348, 1166–1170.
29. Kaufman, J. S., & Cooper, R. S. (2008). Race in epidemiology:
New tools, old problems. Annals of Epidemiology, 18, 119–123.
30. Long, J. C., & Kittles, R. A. (2009). Human genetic diversity and
the nonexistence of biological races. Human Biology, 81,
777–798.
31. Alder, N. E., & Stewart, J. (2009). Reducing obesity: Motivating
action while not blaming the victim. Milbank Quarterly, 87(1),
49–70.
32. Osborn, J. W., & Costello, A. B. (2004). Sample size and subject
to item ratio in principle component analysis. Practical Assessment, Research & Evaluation, 9(11), 1.
33. Nunnally, J. C. (1978). Psychometric theory (2nd ed.). New
York: McGraw Hill.

